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Background: Recent trends document growth in medical tourism, the private pursuit of medical interventions abroad.
Medical tourism introduces challenges to decision-making that impact and are impacted by the physician-patient trust
relationship—a relationship on which the foundation of beneficent health care lies. The objective of the study is to
examine the views of Canadian family physicians about the roles that trust plays in decision-making about medical
tourism, and the impact of medical tourism on the therapeutic relationship.
Methods: We conducted six focus groups with 22 family physicians in the Canadian province of British Columbia.
Data were analyzed thematically using deductive and inductive codes that captured key concepts across the
narratives of participants.
Results: Family physicians indicated that they trust their patients to act as the lead decision-makers about medical
tourism, but are conflicted when the information they are managing contradicts the best interests of the patients. They
reported that patients distrust local health care systems when they experience insufficiencies in access to care and that
this can prompt patients to consider going abroad for care. Trust fractures in the physician-patient relationship can arise
from shame, fear and secrecy about medical tourism.
Conclusions: Family physicians face diverse tensions about medical tourism as they must balance their roles in:
(1) providing information about medical tourism within a context of information deficits; (2) supporting decision-making
while distancing themselves from patients’ decisions to engage in medical tourism; and (3) acting both as agents of the
patient and of the domestic health care system. These tensions highlight the ongoing need for reliable third-party
informational resources about medical tourism and the development of responsive policy.
Keywords: Trust, Physician-patient relationship, Medical tourism, CanadaBackground
People have long traveled in search of improved health
and wellbeing, whether going to the neighborhood doc-
tor’s office for a routine appointment or going abroad to
visit places known for their healing properties. In recent
years, the popularity of a particular global health care
mobility known as medical tourism has risen signifi-
cantly. Medical tourism involves patients’ independent* Correspondence: crooks@sfu.ca
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unless otherwise stated.pursuit of health care abroad, and is distinguished from
arranged cross-border care as it is privately paid for
[1-3]. The industry is global in scope, with revenues re-
ported to be growing rapidly [4-6]. Hospitals, clinics,
and service providers from an ever-expanding list of
countries seek to attract international patientsa, and
market directly to them through the Internet and via
intermediaries such as facilitators [7,8]. Patients can pur-
chase a range of procedures from medical tourism facil-
ities, including unproven interventions that are
unavailable or illegal in their home countries, such as
stem cell interventions, and routine procedures that areThis is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and
iginal work is properly credited. The Creative Commons Public Domain
g/publicdomain/zero/1.0/) applies to the data made available in this article,
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surgeries [9,10].
Promotional materials aimed at international patients,
such as websites and brochures, cast medical tourism as
a highly positive and trustworthy practice [11,12]. Much
scholarly research points to the lack of balanced infor-
mation available to prospective medical tourists, which
in turn fuels unfettered expectations at the cost of in-
formed hopes [12,13]. Media-generated hype further
complicates the landscape of endorsement, portraying
some interventions as imminent and risk-free cures,
and often focusing on the financial costs of procedures
rather than possible risks [14-16]. Meanwhile, this
often hype-driven, biased information is commonly
used by prospective medical tourists when deciding on
whether or not to pay for private care abroad [17];
though other sources of information, such as the opin-
ions of their regular physicians at home, are also taken
into consideration [18,19].
The medical tourism industry operates vigorously des-
pite the veil of concern and criticism that surrounds it.
Some of these concerns pertain to the impact that the
industry has on destination countries, in which the
highly privatized industry draws resources and health
workers away from public health systems [1,20]. Other
concerns focus on the impact that the industry has on
the home countries of medical tourists, such as the pub-
lic health risks associated with infections acquired
abroad that may spread locally [21,22], the burden of
providing either simple or complex follow-up care
[23-25], and the impact that patients’ decisions to go
abroad for care have on the ongoing relationships they
hold with their regular physicians [19,26]. Despite these
and other concerns, promotional materials aimed at
international patients cast medical tourism as a highly
positive and trustworthy practice, which has led some
researchers and health professionals to speculate that
prospective medical tourists are not being provided
with the information they need to make truly in-
formed decisions [12,27,28].
Recent studies provide examples of family physicians
declining to care for returning medical tourists or refus-
ing to coordinate their follow-up care, citing both the
weight on the personal-professional relationship, as well
as the difficulty of integrating any acquired medical ben-
efits and harms into the responsibilities they hold
towards these patients [18,29]. Physician-patient rela-
tionships are formed over time on the “expectation that
the other person will behave in a way that is beneficial,
or at least not harmful, and allows for risks to be taken
based on this expectation” (p.148) [30]; in other words,
they are formed on a basis of trust in the fiduciary rela-
tionship. Physicians’ trust in patients in turn enhances
patients’ trust in their physicians, and such mutual trustenhances cooperation [31,32]. A recent systematic re-
view found that trusting relationships facilitate shared
decision-making, open communication, minimization of
patients’ fears, and better adherence to health advice
[33]. The formation of a trusting relationship between
physicians and patients is thus the foundation upon
which truly beneficent health care can be built, and
thus it raises cause for concern if a patient’s decision to
participate in medical tourism threatens its develop-
ment or continuance.
In this article we examine the roles of trust and dis-
trust in decision-making, information exchanges, and
health care in the context of Canadian family physicians
who are faced with addressing questions about medical
tourism from their patients, or who are treating former
medical tourists in their practices. We conceive of trust
as a belief in the soundness of a person, issue, or infor-
mation source while distrust is the lack of such belief. In
some cases these patients look to their regular family
physicians to help them in the decision-making process,
to prepare their medical records to be taken abroad, to
prescribe medications that destination facilities want pa-
tients to have on-hand, to review their medical records
from abroad, and to refer them for local follow-up care.
In other cases, patients opt not to tell their family physi-
cians about their participation in medical tourism until
returning home, if at all, out of concern that these physi-
cians will be unsupportive or judgmental [18,19,34].
Building on past research in this area, we advance the
understanding of why and how the established
physician-patient relationship, a relationship founded
on trust, is impacted by a patient’s decision to partici-
pate in medical tourism.Methods
In 2011, we held six focus groups in six different cities
with family physicians in the Canadian province of
British Columbia to explore what they identified as the
implications of the global health service practice of
medical tourism on their practice. The cities selected
for data collection for this qualitative exploratory study
varied in size and spanned all five of British Columbia’s
regional health authorities responsible for health ser-
vice administration and delivery. British Columbia was
selected as the province of data collection because
existing research and media coverage have shown that
many medical tourism facilitation companies operate
there and that some residents are opting to engage in
medical tourism [8,35]. Family physicians practicing in
this province, therefore, are likely to encounter former
medical tourists and questions about medical tourism
in their practices in addition to being involved in dis-
cussions about medical tourism with colleagues.
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Following approval from the Research Ethics Board at
Simon Fraser University, we obtained a list of all family
physicians practicing in the cities selected to host focus
groups from the British Columbia College of Family
Physicians directory. We faxed a letter of invitation to
each family medicine practice or family physician listed
in the directory in each city, along with details about the
study and how to express interest in participating. The
letter explained that having seen significant numbers of
medical tourists in their practices was not a pre-
requisite for participating in the study. The letter also
provided a brief description of the team’s previous re-
search on the local and global equity and ethical impacts
of medical tourism and a link to the research website.
We also requested that recipients share the letter with
colleagues to increase the number of potential partici-
pants receiving study information.
Family physicians interested in participating in a focus
group were asked to call a toll-free number or send an
e-mail to request more information. After such expres-
sions of interest were received a team member followed
up to ensure eligibility (i.e., that the person was indeed
practicing family medicine in one of the 6 cities of focus)
and to relay information about the focus group time and
location. Reminder e-mails or phone calls, depending on
the participant’s preference, were sent to those who had
agree to participate a few days in advance of the focus
group and again on the day of the meeting.
Data collection
Six physician focus groups lasting from 1.5 to 2 hours
each were hosted in a meeting room at a centrally lo-
cated hotel in each city. The participants each signed a
written consent form at the start of the meeting. Two
co-moderators and a note-taker ran the groups, who
were drawn from VAC, JS, SD, and two research assis-
tants working with VAC and JS. The lead co-moderator
facilitated the group while the second co-moderator (re)
focused the discussion when necessary. One co-
moderator was always a faculty member with previous
qualitative data collection experience (VAC [a health ser-
vices researcher], JS [a bioethicist] and SD [a global
health researcher]) while the other was a highly qualified
graduate student who had worked with the team on pre-
vious studies. All investigators had previously studied
medical tourism, including the graduate students, and
had publication records in the field.
Probes designed to explore participants’ experiences
with and perspectives about medical tourism guided the
focus group discussions. The probes were developed
based on an extensive review of the international med-
ical tourism literature [25,35], as well as insights gleaned
from a previous study that identified family physicians assometimes being involved in Canadian patients’
decision-making around medical tourism [17]. Given the
exploratory nature of this study, the probes were
intentionally broad and inquired into: existing know-
ledge of medical tourism and experiences with medical
tourists in their practices (e.g., what is medical tourism?
Tell us what you know about it based on your experi-
ence); perceived and experienced impacts of medical
tourism on the physician-patient relationship (e.g., ask-
ing participants to talk about information sharing and
exchange, assisting with decision-making, patient educa-
tion, and advising for or against medical tourism);
provision of follow-up care for returning medical tour-
ists (e.g., asking participants to talk about continuity of
care, care quality, patient risks, and access to follow-up
care); and the impacts of medical tourism for local
health care more broadly (e.g., asking participants to
talk about why patients are going abroad as medical
tourists). Following conventional methods for focus
groups, the probes were intended to stimulate discus-
sion while participants drove the scope and breadth of
the conversations.
Data analysis
Verbatim transcripts of the focus groups were produced
from digital recordings. Following completion of data
collection, the lead investigators independently reviewed
all transcripts and a team meeting was held to identify
emerging themes for further analysis. A coding scheme
was created using deductive and inductive codes to cap-
ture key concepts. The transcripts were then uploaded
into the qualitative data management program NVivo
and coded using the consensus-based scheme. To en-
hance consistency, a single investigator was the primary
coder while another investigator provided confirmation
on interpretation wherever necessary.
Three thematic findings for full analysis were identi-
fied through the process of independent transcript re-
view and team discussion. Coded data pertaining to each
thematic analysis were extracted from the main dataset
and reviewed in detail for key emerging findings. The
foci of these three analyses were: (1) the roles and re-
sponsibilities of family physicians towards patients en-
gaging in medical tourism, within which we identified
participants’ understandings of pre- and post-trip roles
and responsibilities towards medical tourists in their
practices; (2) the challenges medical tourism poses to
family physician involvement in informed decision-
making, wherein we examined issues such as the shifting
of responsibility for health outcomes from the family
physician to the patient in light of the decision to go
abroad and the ethical tensions that family physicians
face in treating medical tourists in their practices; and,
(3) family physicians’ perspectives about the complex
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ive or former medical tourists. This article examines the
third, trust-focused analysis. The other two have been
published elsewhere [18,19].
All authors reviewed coding extracts related to the
trust-focused analysis independently and as a group to
achieve consensus on analytic scope. The final analysis
was organized around the sub-themes of trust, distrust,
and implications for trust in the physician-patient rela-
tionship. Wherever possible direct quotes from partici-
pants are used to illustrate findings. The quotes were
selected from the data extracts reviewed by all authors.Results
A total of 22 family physicians participated across the 6
focus groups. Participants had been engaged in practice
for an average of 23 years. Of the 22 participants, 20 had
direct experience caring for medical tourists in their
practices while all had heard about medical tourism
prior to participating in the focus group. The number of
former medical tourists they had encountered varied
from 1 to approximately 90, with a median of 6. In the
remainder of this section we examine the ways in
which participants raised issues of trust and distrust in
the focus group discussions, and ultimately their reflec-
tions on how patients’ decisions to engage in medical
tourism may impact the ongoing trusting physician-
patient relationship.Issues of trust
Although the concept of trust was not a specific probe,
issues relevant to trust emerged as a topic of concern in
each of the focus groups. There was consensus among
the participants that it is important for family physicians
to trust their patients’ abilities to make beneficent
health-related decisions about medical tourism and to
be the lead decision-makers around treatment abroad.
As one participant pointed out, “they [the patients] have
to make the decision.” Participants commonly did not
believe that family physicians should be central to
patients’ decision-making processes given all the uncer-
tainties surrounding medical tourism, and instead family
physicians should “give them [the patients] the informa-
tion so that they could make an informed decision …” As
one participant stated: “ I make sure that when they
leave [my office] they understand that what I’ve tried to
do is help them make an informed decision.” Participants
shared that trust is fostered by answering patients’ ques-
tions as best as possible, providing information about
which they feel confident, and respecting patient auton-
omy. However, as we discuss later in greater detail, the
formation of such trust is challenged when physicians do
not support the choice for medical tourism or areconcerned about the safety and efficacy of the treatment
being sought.
Participants readily acknowledged that the degree of
trust a patient has in a physician or a clinic abroad heav-
ily influences decision-making. The medical tourism
industry attempts to foster such trust by trying to ensure
that the patient is “sold by the beauty of it…the recover-
ing on the beach…[and] excellent care.” Participants fur-
ther acknowledged that repeated positive experiences
with a country’s health system could enhance the sense
and development of trust. For example, if patients
“came from India…[or] frequently make trips to…India
and they trust the system there” or are “from Taiwan,
you know the place, you went back there and you get a
surgery there.”
Participants expressed that a patient’s trust in physi-
cians, clinics, or treatments abroad can override com-
mon sense. For example, one participant spoke of a
patient who obtained repeated treatments for a chronic
illness in a private clinic in the United States over a
period of several years, but showed no clinical improve-
ment. Nevertheless, the patient continued to undergo
treatment because “she really believes in them [physi-
cians abroad].”
Issues of distrust
There was a sense among the participants across all of
the focus groups that the perceived limitations in British
Columbia’s health care system led to distrust among
some patients and served as an impetus for medical
tourism. Patients who do not find the system to be reli-
able search for care options elsewhere. Such distrust can
stem from a multitude of factors, including “insufficiency
in our system”, “outdated procedures”, “discrepancies [in
access to services] across the [provinces]”, and being
“frustrated by this…feeling that they’re not cared for,
they’re not important enough, their conditions aren’t
important enough” because of waiting lists. In fact, par-
ticipants were concerned that returning medical tourists
may foster such distrust in the local health system
among others in their networks by talking about “how
much better it can be [abroad] and how much cleaner
and more modern the hospitals can be, how the equip-
ment can just be so much more up-to-date” abroad. Gen-
erally, participants felt that the development of such
distrust in the system as a whole is understandable, but
they were also concerned that it may also make patients
vulnerable to exploitation by physicians and clinics
abroad that prey on desperation.
While participants made it very clear that they did not
want to play a significant role in patients’ decision-
making around medical tourism, they recognized that
their own degree of (dis)trust in the procedure, clinic, or
physician abroad was important to share with patients.
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tentially new or unconsidered information, while ideally
trusting the patient to ultimately come to a sound deci-
sion. As a participant explained, “I usually look for red
flags in the material that they bring in, and if I see that I
say ‘look, I’ve got to warn you about this place’.” One of
the most common distrusts discussed across all focus
groups pertained to the quality and reliability of pharma-
ceuticals available at clinics abroad: “I have no way of
knowing that these [drugs being given to patients] are
from a reputable manufacturer.” Participants reported
sometimes doing extensive research on clinics and pro-
cedures on their own in order to identify concerns they
wished to share with their patients, concerns that also
shaped their own level of trust in the procedure or clinic
abroad. They also indicated that their previous experi-
ences with medical tourists in their practices impacted
this level of trust, specifically indicating that they
sometimes drew on past experiences with patients’
poor health outcomes in speaking with prospective
medical tourists.
Trust fractures in the physician-patient relationship
Participants indicated that ‘trust fractures’ could occur
in the ongoing relationships they have formed with pa-
tients as a result of patients’ decisions to pursue medical
tourism, including the act of simply considering such
international care options. Fractures could occur in cases
where physicians did not act on follow-up care orders
administered by care providers abroad for any number
of reasons. In such cases patients’ expectations are not
met and trust erodes because, as one participant ex-
plained, “he [patient] doesn’t think I [physician] have his
best interests at heart.” Trust fractures can also arise
when patients are concerned about being judged nega-
tively for their decisions to go abroad, or when they opt
not to disclose their decision prior to departure and con-
sequently threaten continuity of care. As one participant
explained: “they [patients] feel, to some extent…
ashamed…like in some way uneasy to reveal this infor-
mation…because of perceived betrayal of the Canadian
system [by leaving the public Medicare system to pay for
private care elsewhere].” In addition to shame, such fear
also leads to secrecy because “they [patients] may be
afraid, and…I think in some cases it would be true, be-
cause some doctors would say ‘well if you’re going there
don’t be coming back here for me to look after you’.”
Participants indicated that family physicians ought to
undertake active measures to mitigate possibilities of
fracturing a trusting relationship because of patients’
involvement in or consideration of medical tourism. Ap-
proaching conversations with tact and being mindful of
patients’ needs and circumstances was seen as import-
ant: “I’m delicate with most of those patients because if Ilose my patient [and] my doctor-patient relationship,
then I lose everything with that person. So sometimes I’m
a little bit, you know, tip-toe-y.” Another commonly sug-
gested measure focused on providing information and
support to patients while being transparent about per-
sonal opinions, acknowledging patients’ autonomy and
trusting in their abilities to make sound decisions. One
participant described this approach as “com[ing] along-
side” the patient, while another emphasized that they
“didn’t push them, didn’t pull them, I just helped them to
make that decision.” Other measures undertaken by par-
ticipants included: communicating with physicians
abroad to facilitate information sharing; undertaking
additional, but not overly time-consuming, research so
as to enhance or augment the patient’s existing informa-
tion; and avoiding making judgmental statements about
medical tourism with patients. Such measures were also
thought to aid in avoiding furthering patients’ distrust in
domestic health care.
Discussion
Across the six focus groups held with family physicians
in British Columbia, issues of trust and distrust emerged
in ways that ultimately complicate the physician-patient
relationship. We heard about the importance of respect-
ing patient autonomy in decision-making about medical
tourism, concerns about the risks to the patient as well
as the therapeutic relationship and noted measures that
physicians undertake to protect against trust fractures.
The participants with whom we spoke were particularly
concerned that patients’ distrust in British Columbia’s
health care system may push them to consider partici-
pating in medical tourism. Other research also confirms
this concern, wherein interviews with former medical
tourists from across Canada found that inequities and
limitations in the domestic health system were cited by
these individuals as a fair justification for their decisions
to go abroad for care [36]. Even if Canadians do feel jus-
tified in participating in medical tourism because of per-
ceived limitations of the domestic health system, our
findings show that this can influence the trust in the
physician-patient relationship.
Our findings point to a number of tensions that family
physicians must negotiate when dealing with intended
or former medical tourists in their practice, and espe-
cially in order to not cause a trust fracture in the estab-
lished relationship. We highlight the three most
significant here. First, participants wanted to support
patients’ decision-making about medical tourism, but
there were limits to and limitations on that support. A
key reason for this tension is participants’ distrust in the
quality of information available about destination clinics
and physicians, particularly when there are few reliable
sources of information they can turn to when consulting
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fact, much existing research attention has been given to
the lack of third party or neutral information available to
those considering medical tourism [6,28,37,38].
Second, while participants expressed a desire to sup-
port patients’ decision-making about medical tourism
and to trust in their decisions, they also desired to be
distanced from the decision itself but not the patient.
Participants typically did not want to be seen as endors-
ing destination physicians or clinics. Instead, they wanted
to be open with patients about their own reservations, and
they wanted to offer support where appropriate and ultim-
ately trust in their patients’ decision-making abilities; but
they did not want to take on significant responsibility in
the decision-making process.
Third, significant tension exists between participants’
roles as agents of the patient and their roles as agents of
British Columbia’s public health care system. This ten-
sion left some participants uncertain about the responsi-
bilities they hold towards medical tourists in their
practice, an issue that has been examined elsewhere in
some depth [18,19,34]. Arising from this tension is the
concern that a lack of shared goals between both parties
can compromise trust in the physician-patient relation-
ship, which is an issue that has been raised in the schol-
arly literature [26]. The findings shared above point to
the fact that such compromise can actually lead to this
relationship becoming fractured.
The findings of this study, as with others that precede
it [6,39,40], underscore the need for unbiased, high qual-
ity information about medical tourism to be made
accessible to all those who have a potential stake in this
global health services practice. Consideration must be
given to who is in a position to create trustworthy infor-
mation, how that information should be disseminated,
and how it can be kept up to date. The findings highlight
concern and confusion around family physicians’ re-
sponsibilities to medical tourists in their practices, and
highlight the fact that informational interventions are
needed to clarify home country liability on advising pro-
spective medical tourists about destination clinics and
for caring for returning medical tourists. Finally, the
findings also suggest that greater physician introspec-
tion about personal biases regarding medical tourism
will yield benefits to the trusting relationship they
share with patients.
Canada has a national public health care system and
family physicians in this system serve as gatekeepers to
secondary and tertiary care [19,41]. Future studies of
markedly different health system contexts, such as highly
privatized systems, are key to the unfolding trust story
we introduce in this analysis. Moreover, not all medical
tourism procedures or patients are alike, regardless of
similarities in infrastructure for health care. For example,in the case of patients facing debilitating or life-limiting
illnesses who seek unproven interventions abroad, such
as stem cells and chronic cerebrospinal venous insuffi-
ciency procedures, physicians must ground patients’
hopes for therapeutic solutions in current clinical real-
ities [42]. In instances of patients obtaining transplants
that involve purchased organs abroad, physicians must
balance their moral beliefs against their legal and prac-
tical responsibilities [43,44]. Procedure-specific concerns
may raise new issues of trust or distrust that impact the
ongoing physician-patient relationship that should be
explored in future research.
Conclusions
Conversations about medical tourism raise salient con-
cerns about trust and distrust that impact the physician-
patient relationship that medical tourists have with their
regular physicians at home. Unique tensions surface as
Canadian family physicians must provide counsel about
medical tourism as experts, in the face of significant def-
icits of reliable information. They must facilitate patient
decision-making while hoping to distance themselves
from patients’ decisions to engage in medical tourism.
They must also manage fiduciary responsibilities both as
gatekeepers of health care for patients and as agents of
health care systems. Such tensions necessitate the
provision of centralized and reliable information, and
the development of clear policy surrounding liability.
Pragmatic responsiveness will empower physicians as
they walk the fine line of trust and distrust in the ever-
changing landscape of biomedicine today.
Endnotes
aIn this article we use the word ‘patient’ as it was the
term most commonly used by study participants when
referring to those they treated in their capacities as
family physicians.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
VAC, JS, and SD were involved in conceptualizing the study and conducting
the focus groups. VAC, NL, JS, SD, SB, JKK, and JI were involved in reviewing
the data and identifying themes under the leadership of VAC. VAC and NL
compared the thematic findings of this analysis to the existing literature with
input from the other authors. VAC and NL led drafting this manuscript while
SB, JKK, and JI drafted the abstract and conclusion in addition to providing
critical feedback on multiple drafts. JS and SD provided critical feedback on
multiple drafts. VAC, NL, JS, SD, SB, JKK, and JI have all reviewed and
approved of the final manuscript.
Acknowledgements
This study was primarily funded by a Planning Grant awarded by the
Canadian Institutes of Health Research (FRN 22829 [VAC, JS, SD]). Additional
support was made available through Stem Cell Network Public Policy Impact
Grant Program (#13/5226 PP63 [JI]). VAC is funded by a Scholar Award from
the Michael Smith Foundation for Health Research and holds the Canada
Crooks et al. BMC Family Practice  (2015) 16:25 Page 7 of 7Research Chair in Health Service Geographies. JI holds the Canada Research
Chair in Neuroethics.
Author details
1Department of Geography, Simon Fraser University, 8888 University Drive,
Burnaby, BC V5A 4X9, Canada. 2Faculty of Health Sciences, Simon Fraser
University, 8888 University Drive, Burnaby, BC V5A 4X9, Canada. 3Faculty of
Medicine, University of British Columbia, Vancouver, BC, Canada.
Received: 17 November 2014 Accepted: 18 February 2015
References
1. Pocock NS, Phua KH. Medical tourism and policy implications for health
systems: a conceptual framework from a comparative study of Thailand,
Singapore and Malaysia. Global Health. 2011;7(1):12. DOI: 10.1186/1744-8603-7-12.
2. Sobo EJ. Medical travel: what it means, why it matters. Med Anthropol.
2009;28(4):326–35. DOI: 10.1080/01459740903303894.
3. Whittaker A, Manderson L, Cartwright E. Patients without borders:
understanding medical travel. Med Anthropol. 2010;29(4):336–43.
DOI: 10.1080/01459740.2010.501318.
4. Hanefeld J, Horsfall D, Lunt N, Smith R. Medical tourism: a cost or benefit to
the NHS? PLoS One. 2013;8(10):e70406. DOI: 10.1371/journal.pone.0070406.
5. Turner L. First world health care at third world prices: globalization,
bioethics and medical tourism. BioSocieties. 2007;2(3):303–25.
DOI: 10.1017/S1745855207005765.
6. Connell J. Contemporary medical tourism: conceptualisation, culture and
commodification. Tour Manage. 2013;34:1–13. DOI: 10.1016/j.tourman.2012.05.009.
7. Lau D, Ogbogu U, Taylor B, Stafinski T, Menon D, Caulfield T. Stem cell
clinics online: the direct-to-consumer portrayal of stem cell medicine. Cell
Stem Cell. 2008;3(6):591–4. DOI: 10.1016/j.stem.2008.11.001.
8. Turner L. Beyond “medical tourism”: Canadian companies marketing
medical travel. Global Health. 2012;8 Suppl 16. DOI: 10.1186/1744-8603-8-16.
9. Petersen A, Seear K, Munsie M. Therapeutic journeys: the hopeful
travails of stem cell tourists. Sociol Health Illn. 2014;36(5):670–85.
DOI: 10.1111/1467-9566.12092.
10. Crooks VA, Cameron K, Chouinard V, Johnston R, Snyder J. Use of medical
tourism for hip and knee surgery in osteoarthritis: a qualitative examination
of distinctive attitudinal characteristics among Canadian patients. BMC
Health Serv Res. 2012;12:417. DOI: 10.1186/1472-6963-12-417.
11. Crooks VA, Turner L, Snyder J, Johnston R, Kingsbury P. Promoting
medical tourism to India: messages, images and the marketing of
international patient travel. Soc Sci Med. 2011;72:726–32.
DOI: 10.1016/j.socscimed.2010.12.022.
12. Penney K, Snyder J, Crooks VA, Johnston R. Risk communication and
informed consent in the medical tourism industry: a thematic content
analysis of Canadian broker websites. BMC Med Ethics. 2011;12:17.
DOI: 10.1186/1472-6939-12-17.
13. Caulfield T, Zarzeczny A. Stem cell tourism and Canadian family physicians
(Commentary). Can Fam Physician. 2012;58:365–8.
14. Ogbogu U, Du L, Rachul C, Belanger L, Caulfield T. Chinese newspaper
coverage of (unproven) stem cell therapies and their providers. Stem Cell
Rev Rep. 2013;9(2):111–8. DOI: 10.1007/s12015-012-9425-0.
15. Mainil T, Platenkamp V, Meulemans H. The discourse of medical tourism in
the media. Tour Rev. 2011;66(1/2):31–44. DOI: 10.1108/16605371111127215.
16. Imison M, Schweinsberg S. Australian news media framing of medical
tourism in low-and middle-income countries: a content review. BMC Public
Health. 2013;13(1):109. DOI: 10.1186/1471-2458-13-109.
17. Johnston R, Crooks VA, Snyder J. “I didn’t even know what I was looking
for”: a qualitative study of the decision-making processes of Canadian
medical tourists. Global Health. 2012;8(1):23. DOI: 10.1186/1744-8603-8-23.
18. Johnston R, Crooks VA, Snyder J, Dharamsi S. Canadian family doctors’ roles
and responsibilities toward outbound medical tourists: “Our true role is…
within the confines of our system”. Can Fam Physician. 2013;59(12):1314–9.
19. Snyder J, Crooks VA, Johnston R, Dharamsi S. “Do your homework… and
then hope for the best”: the challenges that medical tourism poses to
Canadian family physicians’ support of patients’ informed decision-making.
BMC Med Ethics. 2013;14(37):1–10. DOI:10.1186/1472-6939-14-37.
20. Chen YY, Flood CM. Medical tourism’s impact on health care equity and
access in low‐and middle‐income countries: Making the case for regulation.
J Law Med Ethics. 2013;1(1):286–300. DOI: 10.1111/jlme.12019.21. Hall CM. Health and medical tourism: a kill or cure for global public health?
Tour Rev. 2011;66(1/2):4–15. DOI: 10.1108/16605371111127198.
22. Hall CM, James M. Medical tourism: emerging biosecurity and nosocomial
issues. Tour Rev. 2011;66(1/2):118–26. DOI: 10.1108/16605371111127288.
23. Lunt N, Carrera P. Medical tourism: assessing the evidence on treatment
abroad. Maturitas. 2010;66(1):27–32. DOI: 10.1016/j.maturitas.2010.01.017.
24. Chen LH, Wilson ME. The globalization of healthcare: implications of
medical tourism for the infectious disease clinician. Clin Infect Dis. 2013;
57(12):1752–9. DOI: 10.1093/cid/cit540.
25. Crooks VA, Kingsbury P, Snyder J, Johnston R. What is known about the
patient’s experience of medical tourism? A scoping review. BMC Health Serv
Res. 2010;10(1):266. DOI: 10.1186/1472-6963-10-266.
26. Crooks VA, Snyder J. Medical tourism: what Canadian family physicians need
to know. Can Fam Physician. 2011;57(5):527–9.
27. Cormany D, Baloglu S. Medical travel facilitator websites: an exploratory
study of web page contents and services offered to the prospective
medical tourist. Tour Manage. 2011;32(4):709–16. DOI: 10.1016/j.
tourman.2010.02.008.
28. Mason A, Wright KB. Framing medical tourism: an examination of appeal,
risk, convalescence, accreditation, and interactivity in medical tourism web
sites. J Health Commun. 2011;16(2):163–77. DOI: 10.1080/10810730.2010.535105.
29. Runnels V, Labonté R, Packer C, Chaudhry S, Adams O, Blackmer J. Canadian
physicians’ responses to cross border health care. Global Health. 2014;
3(10):20. DOI: 10.1186/1744-8603-10-20.
30. Thom DH, Kravitz RL, Bell RA, Krupat E, Azari R. Patient trust in the physician:
relationship to patient requests. Fam Pract. 2002;19(5):476–83.
31. Cook K, Kramer R, Thom D, Stepanikova I, Bailey S, Cooper R. Trust and
distrust in patient-physician relationships: perceived determinants of high
and low trust relationships in managed care settings. In: Kramer R, Cook RS,
editors. Trust and distrust in organizations: dilemmas and approaches.
Thousand Oaks, CA: Russell Sage Foundation; 2004. p. 65–98.
32. Thorne S. Reciprocal trust in health care relationships. J Adv Nurs. 1988;
13(6):782–9.
33. Hillen MA, de Haes HCJM, Smets EMA. Cancer patients’ trust in their
physician – a review. Psychooncology. 2011;20(3):227–41. DOI: 10.1002/pon.1745.
34. Turner L. Canada’s turbulent medical tourism industry. Can Fam Physician.
2012;58(4):371–3.
35. Snyder J, Crooks VA, Johnston R, Kingsbury P. What do we know about
Canadian involvement in medical tourism? A scoping review. Open Med.
2011;5(3):e139.
36. Snyder J, Crooks VA, Johnston R. Perceptions of the ethics of medical
tourism: comparing patient and academic perspectives. Public Health Ethics.
2012;5(1):38–46. DOI: 10.1093/phe/phr034.
37. Lee H, Wright KB, O’Connor M, Wombacher K. Framing medical tourism: an
analysis of persuasive appeals, risks and benefits, and new media features of
medical tourism broker websites. Health Commun. 2014;29(7):637–45.
DOI: 10.1080/10410236.2013.794412.
38. Lunt N, Hardey M, Mannion R. Nip, tuck and click: medical tourism and the
emergence of web-based health information. Open Med Inform J. 2010;4:1–11.
DOI: 10.2174/1874431101004010001.
39. Adams K, Snyder J, Crooks VA, Johnston R. Promoting social responsibility
amongst health care users: medical tourists’ perspectives on an information
sheet regarding ethical concerns in medical tourism. Philos Ethics Humanit
Med. 2013;8(1):19. DOI: 10.1186/1747-5341-8-19.
40. Lunt N, Carrera P. Systematic review of web sites for prospective medical
tourists. Tour Rev. 2011;66(1/2):57–67. DOI: 10.1108/16605371111127224.
41. Chan BTB, Austin PC. Patient, physician, and community factors affecting
referrals to specialists in Ontario, Canada: a population-based, multi-level
modelling approach. Med Care. 2003;41(4):500–11.
42. Benjaminy S, MacDonald I, Bubela T. “Is a cure in my sight?” Multi-
stakeholder perspectives on phase I choroideremia gene transfer clinical
trials. Genet Med. 2014;16(5):379–85. DOI: 10.1038/gim.2013.148.
43. Rhodes R, Schiano T. Transplant tourism in China: a tale of two transplants.
Am J Bioethics. 2010;10(2):3–11. DOI: 10.1080/15265160903558781.
44. Cohen IG. Medical tourism: the view from ten thousand feet. Hastings Cent
Rep. 2010;40(2):11–2.
